INTRODUCTION
The medical interview is a pillar of medicine. It allows patients and clinicians to build a relationship. 1 Ideally, this process is inherently therapeutic, allowing the clinician to convey compassion, and be responsive to the needs of each patient. 2 ,3 Eliciting and understanding the patient's agenda enhances and facilitates patient-clinician communication.
2 ,3 Agenda setting is a conversational strategy that allows clinicians and patients to negotiate and collaborate to clarify the concerns and expectations of both parties. This results in a constructive alliance that leads to focused, efficient, and patient-centered care. 4 ,5 A review of the literature, evaluating communication and relationship skills, identified six studies in general clinical practice, in which setting the patient's agenda enhanced communication efficiency. 5 However, despite these potential benefits, the use of this communication skill in general clinical practice appears to be limited. In a landmark clinical communication study published in 1984, Beckman et al. found that in 69% of the visits to a primary care internal medicine practice, the physician interrupted the patient, with a mean time to interruption of 18 s. 6 Fifteen years later, Marvel et al. found that physicians solicited the patient's concern in 75% of Naykky Singh Ospina and Kari A. Phillips contributed equally to this work.
Presentation: The results of this study were presented as an oral presentation in May, 2017 at the Lown Institute Conference, Research Day, Boston, USA.
Electronic supplementary material The online version of this article (https://doi.org/10.1007/s11606-018-4540-5) contains supplementary material, which is available to authorized users. primary care visits and interrupted this initial statement in a mean of 23 s. 7 Similarly, Dyche et al. found in 2004 that in approximately 60% of general medicine visits, the clinician inquired about the patient's agenda, that only 26% of the patients completed their statement uninterrupted, and that the mean time to interruption was 16.5 s. In addition, failure to elicit the patients' agenda was associated with a 24% reduction in the physician's understanding of the main reasons for the consultation. 8 Although the prevalence of agenda setting has been studied in general medicine clinics, the prevalence of agenda setting in specialty care remains relatively unexplored. One study evaluating psychiatric consultations found agenda inquiries in 90% of these visits, with 67% of these proceeding without interruption. 9 These studies, performed decades apart, suggest that clinicians often fail to elicit the patient's agenda and when they do, they promptly interrupt patients.
Patient-centeredness is considered an important dimension of health care quality. It describes a culture where a partnership among practitioners, patients, and their families is established to ensure medical decisions respect patients' wants, needs, and preferences, and that patients have the education and support they require to make medical decisions and participate in their own care. 10 Shared decision-making (SDM) is a process that enables patient-centeredness. 2 ,11,12 Patients and clinicians, who engage in SDM, work together to understand the patient's situation and determine the best course of action to address it. In this process, an important first step is for patients and clinicians to determine which problems require attention through collaborative conversations. 13 ,14 Patient decision aids and conversation aids are tools that can support SDM. They often provide a summary of the clinical evidence regarding a medical decision and relevant clinical management options.
13
A systematic review of 105 randomized trials of SDM tools found that they improved patient knowledge and risks perception, helped patients clarify their values, and increased the proportion of patients involved in medical decision-making.
11
Although, these SDM tools, particularly conversation aids, are designed to support treatment and diagnostic conversations between patients and clinicians; their impact on other aspects of patientcenteredness, such as agenda setting, has not been studied directly. Clearly identifying the presence of alternatives to deal with a clinical situation is considered an important step for SDM, and agenda setting could be associated with this step. Kunneman et al. evaluated 100 encounters between rectal/breast cancer patients, and their clinicians and found that only in 3% of the encounters, the clinician set a treatment choice agenda. 15 Moreover, in a secondary analysis of studies evaluating SDM, clinicians indicated a treatment choice agenda in 44% of the encounters without SDM tools versus 62% in those where SDM tools were used (p=.34). 16 To our knowledge, there is no current assessment of the prevalence of agenda setting in general and specialty practice despite substantial changes to the clinical encounter and to the definition of high-quality medical care. For example, time constraints and the use of electronic medical records can hinder patient-clinician interaction. Patient-facing interactions (in contrast to computerfacing ones) account for about 50% of the clinical time, potentially limiting the opportunity for agenda setting conversations and promoting more frequent interruptions. 17 -19 On the other hand, policymakers have emphasized the importance of patientcenteredness and of SDM in high-quality care, activities that may start from setting a patient-focused agenda. 10 , 17, 19 The objectives of this study were to determine the frequency of encounters in which clinicians elicited the patient's agenda, the proportion and timing of interrupted answers, and the effect of SDM tools and clinical setting on these outcomes.
METHODS
We performed a secondary analysis of clinical encounters recorded as part of practice-based trials that examined the effect of SDM tools published between 2008 and 2015. 20 -26 These trials were conducted in general practices in Minnesota and Wisconsin and at the Mayo Clinic, Rochester, Minnesota and affiliated clinics. The SDM tools that were tested supported conversations regarding treatment options for Grave's disease, depression, osteoporosis, diabetes, and cardiovascular prevention (use of statins). Approximately, 300 clinicians with access to electronic medical records and 700 patients were enrolled. Sixty-six senior clinicians were included in this secondary analysis and most participated in only one of the included encounters (74%; Table 1 ). Of the 272 recordings available for analyses from these trials, we included all the complete clinical encounters that were recorded in specialty care (51 videos) and selected a random sample of 75 visits from the 221 remaining primary care videos stratified by treatment arm (SDM vs usual care) of which only 61 were complete, resulting in an analysis of 112 videos.
Study Outcomes and Definitions
The main outcome of this secondary analysis was the proportion of encounters in which the patient's agenda was elicited. In cases where more than one clinician evaluated the patient, elicitation of the patient's agenda noted by any of the evaluators was considered valid. We based our coding on the work by Beckman and Marvel. 6 We defined agenda elicitation as the clinician making a declarative statement around the patient's reason for the visit or an introductory question resulting in disclosure of the patient agenda, e.g., What can I do for you today? What is your main concern? Tell me what brings you in today? 6 ,7 If the patient's agenda was elicited, we determined whether the clinician interrupted the patient discourse or not. If completed (uninterrupted), we recorded the length of the statement and if interrupted, the time to interruption. A completed statement was indicated by the patient marking his own statement as completed (e.g., Bthat is all^), asking a concern-related question to the physician, or explicitly declining to offer further information (e.g., after a clinicians asks Banything else?^). 6 ,7 The following were considered interruptions if they resulted in incomplete patient statements: closed-ended questions, the use of an elaborator (e.g., tell me more about this pain), a re-completer (restating the content), or a statement (non-interrogative utterance that halted or redirected the patient's narrative). 6 ,7 (Appendix)
Data Collection
Using Noldus Observer XT software (Noldus Information Technology, Wageningen-The Netherlands), we evaluated and coded audio and video-recordings from each encounter. 27 Additional information about each encounter was recorded with the use of a standardized evaluation form in REDCAP. 28 Four experienced reviewers (N.S.O., K.P., R.R.G., A.C.G.), working independently, analyzed the recordings in duplicate. Initially, all reviewers evaluated 12 videos and discussed their findings toward achieving calibration and to resolve disagreements. When the chance-adjusted interobserver agreement reached 82%, reviewers proceeded with the full analysis. Disagreements were resolved by discussion with a third party (research team member who had not previously evaluated the encounter in dispute).
Statistical Analysis
Summary statistics were calculated according to variable type and distribution. For the analysis of time to interruption or to completed statement, we obtained an average from the time reported by each of the two reviewers that coded the video and used this average for summary statistics. Comparisons between groups were analyzed using the cluster adjusted X 2 statistic, accounting for clustering by the research study that produced the video, thus accounting for the intra-clustering coefficient. 29 Statistical analyses were performed using JMP and STATA. 30 
RESULTS

A total of 112 medical encounters were reviewed (87 [78%]
audio-video and 25 [22%] audio-only), with a median encounter duration of 30 min (range 4 to 80) Table 2 . Medical encounters in which the patient's agenda was elicited were longer than those in which it was not (Table 2 ). In 34 encounters (30%), a physician in training interviewed the patient first. The patient's agenda was elicited in 40 encounters (36%). In 13 encounters (33%), the agenda was elicited more than once. Most commonly, the agenda was elicited during the opening of the encounter (77%), and less often during counseling (20%) and data gathering (3%).
In primary care clinics, the agenda was elicited in 30/61 encounters (49%) compared to 10/51 (20%) in specialty care clinics; p=0.058. Of the 30 primary care encounters where the agenda was elicited, physicians interrupted the patients in 19 (63%). Of the 10 encounters in specialty care where the agenda was elicited, physicians interrupted patients in 8 (80%).
The percentage of encounters in which the agenda was elicited did not change based on the use of an SDM tool (Table 2) .
Physicians interrupted the patient in 27 of the 40 (67%) encounters in which the agenda was elicited. The median time to interruption was 11 s (interquartile range 7-22; range 3 to 234). When not interrupted, patients completed their agenda in a median of 6 s (interquartile rage 3-19; range 2 to 108 s). Most commonly, the physician interrupted by asking a closedended question (59%), followed by making a statement (30%), and using a re-completer (7%), or an elaborator (4%).
DISCUSSION
The patient's agenda was elicited in 36% of the clinical encounters. Among those in which the agenda was elicited, patients were interrupted seven out of ten times, with a median time to interruption of 11 s. When left uninterrupted, patients completed their statements in a median of 6 s. Agenda elicitation was more common and less interrupted in primary than in specialty care. The use of SDM tools did not have an impact on agenda elicitation nor completion.
In comparison with previous literature, 6 -8 the proportion of medical encounters in our sample in which clinicians elicited the patient agenda was not better: 40 to 75% in the literature, 36% overall, and 50% in primary care in our sample. We found that interruptions occur extremely early in the patient's discourse and that patients are given just a few seconds to tell their story. Previous studies have shown that when allowed to describe their concerns, most patients complete spontaneous talking in a mean of 92 s. 31 ,32 Our estimate is much briefer perhaps because many completed statements correspond to patients indicating that they had no concerns. It is possible that the frequency of interruptions is not only dependent on physicians' practices but also related to the complexity of each patient. Moreover, it can be argued that if done respectfully and with the patient's best interest in mind, interruptions to the patient's discourse may clarify or focus the conversation, and thus be beneficial to patients. 33 Yet, it seems rather unlikely that an interruption, even to clarify or focus, could be beneficial at such early stage in the encounter. 34 The elicitation of the patient perspective allows the clinician and patient to engage in meaningful conversations, thereby laying the foundation for patient-centered care and SDM. We did not find a difference in the prevalence of agenda setting in encounters without or without SDM tools. The specificity of the SDM tools (about a specific treatment decision) likely had no impact on the overall goal and general approach to the visit. This finding may also be related to timing: eliciting the patient's agenda usually occurs at the beginning of the consultation, while SDM takes place towards its end.
Our study was a secondary analysis of clinical studies evaluating the effects of SDM tools. As a result, our findings may systematically differ from usual outpatient visits. Moreover, we were not able to perform subgroup analyses according to clinician characteristics. However, we evaluated the distribution of agenda setting in different clinical settings and according to use of SDM tools. Our evaluations were conducted in duplicate and with the use of a video analysis software to calculate time intervals; these methods likely contributed to reproducible judgments and improved accuracy, respectively.
Multiple barriers to patient-centered care could explain our results, including time constraints, limited education about patient communication skills, or physician burnout. We found that primary care clinicians were more likely to elicit the patient agenda than specialists, the latter perhaps focused on a specific problem, e.g., the reason for referral, and thus skipping this step. However, we would argue that even in a specialty visit that is presumed to be about one particular agenda item (e.g., management of Grave's disease), it is invaluable to understand why the patient thinks they are at the appointment and what specific concerns they have related to the condition or its management. Further studies should explore the relationship between agenda elicitation and patient experience and outcomes; the results of such studies may fuel research to continue to improve patient-clinician communication and remove encounter elements-such as the demands for entry the electronic health record makes, visit duration, and the proliferation of expected agenda items the healthcare system mandates-that clutter, interrupt, and disrupt the clinical encounter. 35 In the meantime, the results of our study suggest that we are far from achieving patient-centered care, as barriers for adequate communication and partnership continue to limit the elicitation of the patient's agenda and lead to quick interruptions of the patient discourse.
